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Uses of Barbiturates Intravenously in 
Neuropsychiatry * 


C. B. WILBUR, M.D. 


In 1903 Fisher and von Mering! synthesized 
parbituric acid from urea and malonic acid. 
They found that by substituting various 
aliphatic groups for the two free hydrogen 
ions of the malonyl portion of the molecule, 
substances with marked hypnotic effects were 
produced and that, although barbituric acid 
and di-methyl barbituric acid were relatively 
inactive, the di-ethyl derivative was more ef- 
ficient as a hypnotic than the commonly used 
sedatives of the time. This compound was 
named veronal, now called barbital. 

Since 1903 a bewildering number of substi- 
tution products, each with its special name 
and supposed special properties, have been 
introduced. 

The I. G. Farbenindustrie, in Germany, in- 
troduced phenyl ethyl barbituric acid under 
the name of luminal. This is now generally 
available under its official name phenobarbi- 
tal. Barbital and phenobarbital are known 
as the long acting barbiturates as their ex- 
cretion requires from 18 to 36 hours, and 
traces of barbital may be found in the urine 
Tor 8 days after its administration. 

In 1923 Shonle and Moment? investigated 
a series of more complicated aliphatic com- 
pounds in an effort to find a derivative which 
would be shorter acting and with a wider 
therapeutic range. They introduced iso-amy]l 
ethyl barbituric acid (Amytal) as the optimal 
derivative of this group. Sodium pentobarbital 
(sodium ethyl [l-methyl butyl] barbituric 
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acid) was introduced in 1929, under the trade 
name Nembutal by the Abbott Laboratories. 

In 1932 evipal soluble (N-methyl cyclohexe- 
nyl methyl barbituric acid) was introduced 
for intravenous use in Germany. Although 
the literature on evipal is voluminous and 
many reports claim a high degree of safety, 
the present status as to its use and safety is 
still much in doubt. However, the drug was 
introduced for general use before adequate 
laboratory studies were made. Lundy and 
Tovell’ introduced the sulfur derivative of 
pentobarbital (nembutal) (sodium ethyl [Il- 
methyl butyl] thiobarbituric acid) in 1934. 
This substance is marketed as pentothal so- 
dium. Gruhzit* and associates synthesized the 
sulfur analogue of sodium amytal (sodium 
isoamyl ethyl thiobarbiturate). Under. the 
name of sodium thioethamyl] this preparation 
was used intravenously by Cullen and Roven- 
stine> clinically. Other sulfur analogues were 
found to be unsatisfactory because of their 
irritant or convulsive properties. 

At the present time there are available three 
distinct types of barbiturate derivatives: long 
actors, barbital and phenobarbital; short ac- 
tors, amytal, nembutal and others, and the 
new ultrashort actors, evipal, pentothal and 
sodium thioethamyl. 


Pharmacology 


The barbiturates are habit-forming drugs 
in more ways than one. Due to the con- 
fusingly large number of preparations avail- 
able, high pressure salesmanship, extensive 
advertising, the often-unwarranted claims of 
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some manufacturers and the paucity of good 
articles describing the comparative values and 
uses of the drugs, one becomes habituated to 


the use of a particular drug without any re- 


gard to its variation in toxicity, efficiency and 
indications under different conditions. 

In comparing the value of any drugs, one 
must consider a number of factors: the com- 
parative toxicity, potency, undesirable side 
effects, available methods of administration 
and most important, the therapeutic range. 
The therapeutic range is the ratio of the 
minimal lethal dose to the therapeutic dose. 
It is obvious that the therapeutic range of any 
drug is dependent upon the therapeutic use 
to which the drug is put. Despite this patent 
fact, it is generally the custom, particularly 
in clinical articles, to assume that the thera- 
peutic range is the same under any and all 
conditions. Werner® and his associates have 
shown that there is much difference in the 
therapeutic ratio if the drugs are given by 
oral or rectal route, or intravenously. 

Regarding the duration of effective action 
of the various barbiturates, there is little to 
say except that this phase of the subject is 
in a state of confusion. With the exception 
of Lundy’ no one has stressed the important 
fact that the duration of action is dependent 
as much upon the particular drug used and 
the route of administration as upon the dose 
administered. He has adequately demon- 
strated with clinical studies on the intra- 
venous injection of amytal that the duration 
of effect varies directly with the amount in- 
jected, regardless of sex, age or weight. 

Extensive laboratory and clinical investi- 
gations have shown that the intravenous use 
of the thiobarbiturates is safe when given with 
skill and that any degree of narcosis may be 
obtained. 


Physiological Effects 


The physiological effects of the barbiturates 
has been adequately reviewed by Wagner.’ In 
summary, it may be said that with the excep- 
tion of the consistent fall in blood pressure 
and respiratory depression following the use 
of even therapeutic doses, especially by the 
intravenous route, there are widespread physi- 
ological changes, none of which contraindi- 
cate the use of the drugs except in certain 
special circumstances. With light hypnosis 
there may be slight transient nystagmus, ver- 
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tigo, feeling of inebriation, ataxia, diplopia 
dilated pupils, thick slurred speech, ang some. 
times motor restlessness. Under deep Narcogig 
the pupils are contracted, the cornea] Te- 
flexes are diminished or absent and the 
reflex may disappear. With the shorter act 
drugs, the tendon, skin and sphincter Teflexes 
may be increased under light narcosis and 
disappear with deep narcosis. With the longer 
acting derivatives, the reflexes may persig 
until almost the time of death. Both long and 
short actors will control convulsions, but the 
longer acting drugs may themselves cause eon. 
vulsions when given in excessive dosage. 


Toxic Symptoms 


Wagner® divides the toxic symptoms which 
may result from idiosyncrasy or from over. 
dosage into three groups: (1) Mental symp- 
toms: coma resulting from large doses. From 
chronic use there may result confusion, un- 
certainty, defects of attention, memory, ang 
depression of ethical and moral values. De- 
lusions, hallucinations, and illusions may also 
occur. (2) Skin: urticarial eruptions, or 4 
toxic scarletiniform erythema with desquam- 
mation may occur and is apparently depen- 
dent upon individual sensitivity. Allergic 
wheals following injection of a thiobarbiturate 
have also been reported. (3) General symp- 
toms: there may be an early subnormal tem- 
perature with slight fever after several days. 
Anorexia is generally present, and there may 
be nausea, epigastric pain and diarrhea. The 
various neurological signs appear as previously 
described. The shorter acting drugs produce 
death by respiratory paralysis, the longer ac- 
tors may be more insidious in their effect, 
causing pulmonary congestion, usually com- 
plicated by pneumonia. Large doses slowly 
injected and small doses rapidly injected will 
cause paralysis of respiration before cardiac 
arrest. There is some evidence to show that 
the thiobarbiturates have a stimulating effect 
upon the parasympathetic nervous system, as 
there may be marked laryngospasm. It has 
also been reported that there may be mild 
to severe excitement, involuntary muscle jerk- 
ings (we have found this latter to be common 
in psychotic patients) and many respiratory 
irregularities, coughing, sneezing, hiccough- 
ing, these last tending to occur in our experi- 
ence in certain psychotic patients who are 
apparently hypersusceptible. 
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Administration 


In regard to the intravenous administration 
of any of the barbiturates, if due skill is used 
and indications carefully evaluated, this route 
of administration may actually be safer than 
the oral, rectal or intramuscular routes. The 
variability of reaction to all of the barbiturates 
is extreme and even more variation may be 
expected among psychiatric patients. With 
intravenous administration it is possible to 
abandon all attempts at preconceived dosage 
and give the amount necessary to produce the 
effect desired. With the thiobarbiturates the 
rate of induction is so rapid that the maximal 
extent of depression is obtained immediately 
after the injection, and, as the drugs are de- 
toxified so rapidly, the toxic dose is quickly 
eliminated if respiration can be maintained. 

Neuropsychiatric patients may show an 
astonishing variability in their response to 
any of the barbiturates. One of our patients, 
a chronic catatonic schizophrenic, age 18, re- 
sponded to 11 cc. of a 5 per cent solution of 
evipal with respiratory depression, mild cya- 
nosis and deep narcosis. Upon a later date, 
when her condition was, outwardly at ‘least, 
identical she showed practically no reaction, 
not even going to sleep with 20 cc. of the same 
drug. The flexibility of dosage required by 
this case could not possibly have been ob- 
tained by any other method of administra- 
tion. 

These drugs should be given by the inter- 
mittent method, rather than by continuous 
injection. This allows the effects of small 
amounts to be observed before more is given. 
As the full effect may not appear for 30 sec- 
onds, the solution should be given in such 
strength that the intermittent administra- 
tions can be given at intervals of one-half to 
one minute. In our work with neuropsychia- 
tric patients, regardless of purpose, solutions 
of pentobarbital, amytal, pentothal and so- 
dium thioethamyl] are prepared in 5 per cent 
solutions. These solutions are usually injected 
1 cc. at a time and 30 seconds to one minute’s 
observation is conducted between injections. 
The total dose is determined solely by the 
reaction of the patient and never by any pre- 


. Conceived plan. If these substances are in- 


jected too rapidly, there may be severe re- 
spiratory depression. If the injection is too 
slow, especially when the thiobarbiturates are 
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used, large amounts may fail to produce any 
degree of narcosis. Previous medication, such 
as morphine, bromides and oral barbiturates 
particularly, may markedly reduce the dosage. 


Contraindications 


Contraindications as given in the literature 
are very numerous. In general, contraindica- 
tions in neuropsychiatric patients should be 
the same as those for surgical patients. The 
short-acting (pentobarbital and amytal) and 
ultra-short-acting (pentothal and sodium 
thioethamyl) drugs are detoxified by the liver. 
Hence the presence of severe hepatic disease 
should be an absolute contraindication to their 
use. Any condition which is accompanied by 
even a Slight degree of respiratory embarrass- 
ment should be considered contraindicative 
because of the danger of larnygospasm, bron- 
chial obstruction and added respiratory em- 
barrassment. Other contraindications usually 
enumerated are cardiac disease, hypertension, 
extreme age, severe generalized arterioscle- 
rosis or serious renal disease. 


Uses 


All types of barbiturates, administered by 
various routes, oral, rectal, intramuscular and 
intravenous, have been used as sedatives in 
neuropsychiatric disorders. We do not con- 
done this practice. This symptomatic therapy 
has been much abused, is harmful and does 
not alter the personality disorder. 

Many other uses have been described in the 
literature. Since the use of “somnifen” by 
Klasi® in 1922 for the prolonged sleep treat- 
ment of mental disease, several of the bar- 
biturates have been used for the production of 
prolonged sleep. Both sodium amytal and 
sodium pentobarbital have been used by us 
in the past in the administration of narcosis 
therapy, but this treatment has been aban- 
doned because of its danger, the nursing prob- 
lem presented and because other better meth- 
ods produce remission in psychoses. In recent 
years narcosis therapy has been found effec- 
tive in acute anxiety states, especially those 
precipitated by war. , 

Barbiturates have been used extensively in 
the control of acute excitements. In our ex- 
perience, uncontrolled oral administration of 
these drugs in these states is highly danger- 
ous. If one classifies the acute excitements 
according to their response to sedation rather 
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than to etiology, three distinct types are 
found. (1) Those patients with whom a rela- 
tively small amount of sedative apparently 
inhibits the psychic stimulating factors suf- 
ficiently to allow them to quiet down; (2) 
patients who are so toxic or exhausted that 
they are susceptible to small amounts of 
sedation, responding with fairly deep narcosis, 
(3) those patients who require practically a 
full anaesthesia in order to block the massive 
flow of stimuli to the nervous system. It is 
frequently impossible to determine in which 
group an excited patient belongs. An ordinary 
oral or rectal dose in group 2 might produce 
disastrous complications. Therefore, hydro- 
therapy and/or curare electro-shock treat- 
ments in the functional psychotic excitements 
are better suited to control such states. In 
the organic types of excitement intravenous 
barbiturates may be used in closely controlled 
doses. 

Barbiturates have been used as sedatives in 
acute delirious reactions such as delirium 
tremens and bromide deliria. Since the re- 
sponse of the patient to these drugs cannot 
be estimated, oral or rectal administration has 
led to failure to achieve sedation and un- 
fortunately, sometimes to serious complica- 
tions and even death. Intravenous adminis- 
tration is therefore a safer route since only 
the dose necessary to relieve the delirium need 
be administered. The first case of delirium 
tremens which we treated in this manner was 
given 18 cc. of a 5 per cent solution of sodium 
thioethamyl. This produced an anaesthetic 
type of sleep which within fifteen minutes 
became apparently normal sleep and persisted 
in an atmosphere of quiet darkness for four 
hours. On awakening the patient was free of 
hallucinations and remained so. More obser- 
vations are needed to determine whether this 
therapy can be relied upon to break up deliria. 
If the patient is given an hypnotic dose and 
awakened in 5 to 7 minutes, the delirious re- 
action may or may not be abated. The same 
is true if they are allowed to sleep. If exhaus- 
tion is a component of the reaction, sleep may 
persist as long as 6 to 8 hours. 

Amytal and some of the other short-acting 
barbiturates are of equal efficacy in con- 
trolling convulsions, but their shorter action 
makes them less useful than phenobarbital 
for ordinary oral use. However, in status epi- 
lepticus it often becomes necessary to deeply 
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narcotize the patient in order to stop the con- 
vulsions. In such a case intravenous amytal 
or pentobarbital, rather than Dhenobarbita) 
is preferred because of the wider therapeutic 
range. We have used sodium thioethamy] and 
pentothal, intravenously, also with Success, 

As neuropsychiatric patients are often yn- 
cooperative, minor surgical procedures, which 
ordinarily could be done without anaesthesia 
or with local anaesthesia, require some type 
of general anaesthesia. The ultra-short-acting 
barbiturates, as pointed out by Horsley, are 
ideal for this purpose. Furthermore, it woulg 
appear better and safer to use such an ap- 
aesthetic rather than try to control the patient 
by inadequate attempts at sedation. In view 
of this fact a number of neuropsychiatric pa- 
tients were anaesthetized by the author for 
various dental procedures. It was found that 
those patients who were especially uncooper- 
ative and had to be physically persuaded to 
enter the dental office, were cooperative when 
the next appointment was made. The dental 
surgeon’s work was markedly facilitated under 
these conditions. It was not necessary to carry 
these patients to surgical anaesthesia. Even 
though most of them reacted to pain stimuli 
during the operative procedures, the barbitu- 
rates used, chiefly pentothal and sodium 
thioethamyl, produced complete amnesia for 
the pain. If full analgesia was obtained with 
the barbiturate alone, the dose was considered 
too large. 

These applications of short-acting and 
ultra-short-acting barbiturates are feasible 
because of the sedative action of these drugs. 
The use of these drugs in producing hypnotic 
states, temporary remission of psychotic 
symptoms, effecting catharsis, relieving hys- 
terical symptoms and as an aid in determining 
prognosis will be discussed in a further paper. 


Summary 


The chemistry, pharmacology, physiology 
and toxic symptoms of the barbiturates are 
reviewed. 

A technique for intravenous administration 
of short-acting and ultra-short-acting bar- 
biturates in 5 per cent solutions by inter- 
mittent method is described. The most im- 
portant complication of improper injections , 
is respiratory depression. Contraindications to 
injections in neuropsychiatric patients are in 
general the same as those for surgical patients. 
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short-acting and ultra-short-acting bar- 
piturates administered intravenously to neu- 
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ropsychiatric patients have been used in con- 
trolling excitement, deliria, convulsions and 
negativistic behavior toward operative pro- 


cedures. : 
Indiscriminate use of barbiturates in any 


form and by any route for sedative purposes 
alone is not considered a good practice. 
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Psychiatry in the Courts 


DAVID B. ROTMAN, M.D.* 
Chicago, Illinois 


If psychiatry, as has often been said, is the 
stepchild of medicine, what title is to be 
reserved for her mongrel offspring, forensic 
psychiatry? Forensic psychiatry, that hodge- 
podge of seeming incongruities! That odd 
mixture of medicine, psychology, sociology 
and the law! Such lowly origin, in the courts, 
the jails and the prisons, the cess-pools of 
human misery and misconduct. In spite of 
the stygian origin, its practitioners have suc- 
ceeded in bringing it up to the light of day 
and by integrating these seemingly incom- 
patible elements into a working whole, to have 
wrested for themselves a seat marked with 
respect and respectability at the crowded and 
competitive boards of medicine. Perhaps a 
science has evolved in the process? 

Before forensic psychiatry attained its pres- 
ent stature it had to overcome many diffi- 
culties. Not the least of these was the funda- 
mental idealogical clash between the two 
disciplines—law and medicine—arising from 
the antagonisms of their respective objec- 
tives. The objective of the law to mediate, 
palliate; of medicine to cure, to remove causes. 
Law and medicine have come a long way to- 


_ 
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ward a more proper and harmonious definition 
of their respective spheres. Although the 
rapprochment is far from complete, the liqui- 
dation of their differences seems to be ap- 
proaching solution. Closer collaboration be- 
tween national representative organizations is 
one of the many good signs. The American 
Medical Association and The American Psy- 
chiatric Association on the one side, and The 
American Bar and The Institute of Law on the 
other are in earnest cooperation. That the 
law can and is willing to yield to the medical 
viewpoint is clearly demonstrated by The 
American Law Institute’s vigorous support of 
the Youth Authority Act which aims at leav- 
ing the decision of the guilt or innocence of 
the youthful offender in the hands of the 
presiding judge (a lawyer), but reserves the 
treatment of the guilty to a panel of experts 
(non-legal in composition and of psychiatric 
bias). 

Another handicap forensic psychiatry had 
to overcome was the activities of that termite, 
the partisan alienist, particularly when he 
appears in trials involving capital crime. The 
shoddy alienist, whose wares are frankly for 
sale, still appears in the trial scene but his 
influence is fast waning. This type of alienist 
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being an anaerobe, cannot exist except in the 
dank atmosphere of mercenary partisanship. 
When the late William A. White, dean of 
American psychiatry, tenaciously refused to 
testify in the Leopold and Loeb case save as 
a non-partisan friend of the court he set a 
precedent that has had far-reaching influ- 
ence. The State of Massachusetts has con- 
tributed much to the elimination of partisan 
psychiatry by the enactment of the Briggs 
Law which makes it mandatory for persons 
accused of major crimes and recidivists in 
crime to be studied before trial by impartial 
state lunacy commissions. 

However, a most effective step has been 
taken by the State of Illinois in Chicago, the 
cinematic if not the actual crime center of 
America. In 1933 the Cook County Criminal 
Court at the behest of its chief justice estab- 


lished the now nationally known Behavior. 
Clinic. To this Behavior Clinic indicated cases. 


have routinely been referred. The clinic, after 
proper and thorough psychiatric examina- 
tion, furnishes the court with unbiased written 
reports available to both prosecution and de- 
fense. The professional opinions may be pre- 
sented to the court by the state, the defense 
or the judge as the situation demands. These 
sound and ethical practices have borne rich 
fruit and mercenary alienists have practically 
been driven out of that court. Credit for the 
results is due to Dr. Harry R. Hoffman, its first 
director, and to Dr. William Haines, its present 
head. 

The Criminal Court of Cook County has 
gone even further in its efforts. The chief 
justice recently invited a group of representa- 
tive psychiatrists, recruited from the city’s 
four medical schools, to testify as friends of 
the court in the case of a young man formerly 
a patient in a state hospital but now charged 
with a mixed attempt of robbery and sexual 
assault on his dancing school instructress. This 
forenic procedure was unique in many re- 
spects, not the least being that all nine psy- 
chiatrists publicly agreed on the diagnosis. 
Of marked importance was the fact that all 
of the experts agreed on by-passing the legal 
term “insanity” and on using the words “men- 
tally ill” to explain the defendant’s behavior. 
This case, which aims to introduce the term 
“mentally ill’ long acceptable in civil trials 
but representing a basic and radical depar- 
ture when injected into criminal procedure, 
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“4 “4 review before the Supreme Court of 

The theory advanced by Lombroso was a 
further barrier to be torn down. He taught that 
there is a criminal prototype predestineg toa 
career of crime because of anatomica] Struc- 
ture recognizable by certain deviations in the 
markings of the skull and the body desig- 
nated as stigmata. This theory helq tre- 
mendous popular approval because it is s0 
obviously a face-saving device. By hypothe- 
cating a sub-human (simian) group within 
the human family it cuts off all the ties pe- 
tween the rest of us (normals) and the crimj- 
nals .. . and what is more, it absolves ys 
(society) of any etiological connection with 
or responsibility for the criminals’ conduct. 
This viewpoint is very intriguing. It has 
caught many good people in its meshes, 
Kretschmer with his “Character and Body 
Structure” most certainly has taken his cye 
from Lombroso. The Bertillon System, now 
thankfully in the discard, was based on it. 
The work of the good Hooton and his Harvard 
co-workers appears to be a renaissance, if 
not a debauch in Lombroso. Herman Adler, 
one of the most incisive workers in the field 
of crime, as late as World War I was experi- 
menting with the “conformateur,” a hatter’s 
device for measuring cranial circumferences. 
The Lombrosian ideas are not bad in them- 
selves, but by their over-simplification of the 
problem they have tended to choke off proper 
study and research into the many ramifica- 
tions of crime causation. 

What, then, did enable forensic psychiatry 
to overcome these manifold handicaps? The 
answer is found in the study of the careers 
and contributions of a small group of eminent 
physicians, notably William White, William 
Healy, Adolf Meyer, Bernard Glueck, Herman 
Adler, H. Douglas Singer and Franz Alexander. 
It would, however, be unfair to list these medi- 
cal contributors without acknowledging our 
indebtedness to non-medical persons. In the 
front rank of such we must place Clifford 
Shaw, a sociologist. In his early days Shaw 
was fortunate to have the joint guidance of 
Ernest Burgess, sociologist of the University 
of Chicago, and Herman Adler, then medical 
director of the Institute for Juvenile Research. 
Shaw by painstaking research evolved his 
formula of delinquency areas. He put into 
scientific language a fact which the man in 
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the street has known for a long time. That 
one’s pehavior pattern is largely dependent 

n which side of the railroad tracks one 
lives. Shaw states it thus: In urban com- 
munities delinquencies are more frequent in 
the thickly populated industrial centers and 
thin out in concentric circles as one nears 
the suburban periphery. His charts depicting 
these concentric circles resemble medical pub- 
lic health maps indicating radiations from 
foci of infection. The Area Projects, as spon- 
sored by the Chicago Crime Commission and 
under the aegis of Shaw, are of great medical 
gs well as epidemilogical value in their at- 
tack on the problem. The policy of Area 
Projects is to educate communities with high 
delinquency rate to help themselves. The old 
settlement idea of bringing in correcting cul- 
tural patterns from without (serum therapy) 
is replaced by the sounder methods of the 
Area Project where each community is called 
upon to manufacture its own anti-bodies 
through its own personnel and resources (vac- 
cine therapy). 

Other well Known sociological-criminolo- 
gists are the Gluecks who, however, used a 
different approach. These meticulous investi- 
gators, whose special field is the criminological 
postmortem and whose pessimistic conclusions 
have earned for them the sobriquet of the 
“sloomy Gluecks,” are outstanding for their 
scientific candor and fearlessness. Their con- 
clusions, based on studies at the Judge Baker 
Foundation in Boston (Healy’s present work 
shop), is that the existence of the clinic is 
hardly justified. Despite this adverse criti- 
cism, psychiatric clinics are growing by leaps 
and bounds until today there is scarcely an 
urban community worthy of the name with- 
out psychiatric facilities available to its 
courts. The rural communities are also be- 
stirring themselves to obtain such services. 
It is rumored that the Gluecks themselves are 
changing their views and are about to loose 
their tremendous energies on the study of 
the factors which keep non-delinquents in a 
delinquency area from becoming delinquents. 
This is a healthy shift towards a positive ap- 
proach to the problem. 

The contribution of the clinical psychologist 
and the development of the practice of psy- 
chometrics is worthy of note. Beginning with 
the works of Binet and Simon and followed 
up by the contribution of Goddard, Terman, 
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Yerkes, Kuhlman and Thurstone, standard- 
ized tests have been formulated aiming at a 
more precise evaluation of intelligence. Out 
of all of these contributions has evolved the 
concept of mental age and its corallary, the 
I. Q. In the hands of the experienced psy- 
chologist these tests are a valuable adjunct 
not so much because of the end arithmetical 
figure obtained but rather from the knowl- 
edge of the mental processes demonstrated 
during the psychological examination. Used 
by the inexperienced psychologist, the tests 
may often be misleading, if not an instru- 
ment of sadism and can assume aspects of a 
third degree. The accusation has been lodged 
against these tests that they measure acquired 
knowledge rather than innate intelligence. 
To eliminate the scholastic angle as much as 
possible supplementary performance tests are 
being used. These latter have been particu- 
larly valuable in studying the intelligence of 
illiterate and foreign language speaking 
groups. The clinical psychologist’s excursions 
into the realm of emotions and personality 
have not been gratifying so far. However, 
employment of projective techniques such as 
Rorschach’s Ink Blots and the Harvard The- 
matic Apperception Pictures gives promise 
that such a search may yet be fruitful. 

Another avenue of psychiatric approach 
attempted in Chicago is in the Institute for 
Juvenile Research associated with the Juve- 
nile Court. This clinic, instituted by William 
Healy, developed rapidly under Herman Adler 
and its high level has been maintained by 
its present director, Paul Schroeder. The In- 
stitute for Juvenile Research has exerted a 
tremendous influence for good. Through its 
connections with the University of Illinois it 
has become an important educational center 
in child psychiatry. By its extensive system of 
fellowships in child psychiatry, sociology, psy- 
chology and play therapy it has become one 
of the most important training centers for 
child guidance in the country. By its service 
to the community in behavior problem chil- 
dren it has helped to prevent many a criminal 
career. 

The Municipal Court of Chicago, a court of 
wide criminal jurisdiction, also made a for- 
ward looking step along similar lines. Sand- 
wiched in between the Juvenile and Criminal 
Courts many of its problems dovetail with 
these other courts. Its annual turnover in 


299 








DISEASES OF THE NERVOUS SYSTEM 


case load is 350,000 and since in many of the 
cases there is a complainant and protagonist 
as well as a defendant, it is easy to see that 
the number of persons passing through its 
machinery yearly is overwhelming. It is truly 
the court of the masses. To better meet this 
great load and for purposes of efficiency, 
specialized courts centrally located to supple- 
ment the functioning of the local police courts 
have been established. These courts are: 
Boys’ Court, Women’s Court, Court of Do- 
mestic Relations, Traffic and Safety Court, 
Auto Theft Court, Jury Court and the Felony 
Court. The Boys’ Court deals with youths 
from 17 to 21 years of age and the offenses 
are chiefly robbery, burglary, assault, purse 
snatching and the like. The Women’s Court, 
dealing with females upwards of 18 years, 
where the majority of offenses are prosti- 
tution, alcoholism, drug addiction, shoplifting, 
frustrated suicidal attempts and allied emo- 
tional disturbances. The Court of Domestic 
Relations handles almost every type of family 
difficulty other than divorce and adoption. 
It deals with problems of non-support, bas- 
tardy, contributing to the delinquency and 
dependency of children, child abandonment 
and sexual offenses less than rape. The usual 
sexual offenders hailed to this court are 
charged with liberties with children, indecent 
exposure (exhibitionism), peeping-tom (Voy- 
eurism), possession and dissemination of ob- 
scene literature and pictures. The Safety, 
Traffic and Jury Courts have the functions 
their respective names suggest. It is obvious 
to all that a court system embracing such a 
range of human activities must require medi- 
cal and psychiatric service. The vision leading 
to the establishment of this psychiatric clinic 
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must be credited to Judge Harry Olson, the 
first chief justice of the Municipal Court, In 
1914 he established the Psychiatric Laboratg 
under the directorship of Dr. William Hick. 
son. European trained, Dr. Hickson hag the 
advantage of working some time with Kraepe. 
lin, the founder of modern psychiatry. 

In 1931 the name of this clinic was changeg 
from the Municipal Psychopathic Laboratory 
to the Psychiatric Institute. The advantages 
in the new name are obvious and were imple- 
mented to the fullest extent. Only a small 
percentage of the cases passing through the 
Municipal Court system are referred by the 
judges to the Psychiatric Institute for Study 
and diagnosis. There has been a gradual in- 
crease in its case load since 1929 until a leve 
of between 2,500 to 3,000 a year has been 
reached. During the period in which I haye 
been connected with the institute I have noteg 
that the percentage of persons committable to 
state institutions as psychotic or feeblemindeg 
is more or less constant. Roughly one out of 
three is found to be psychotic, one out of 
twenty-five to be committably feebleminded 
and one out of ten to be suffering from a 
borderline mental state. This last group need- 
ing further psychiatric treatment is referred 
back to private physicians and psychiatrists 
in the community where the patient’s income 
permits, or to the proper psychiatric out- 
patient clinic connected with the available 
medical schools. The result of the work with 
these borderline cases, the bulk of which are 
treatable psychoneurotics, is indeed encour- 
aging and opens up a hopeful vista in which 
the next decade will dim the achievements of 
the last three decades in forensic psychiatry. 





300 








| 








dle- 








DISEASES OF THE Nervous SYSTEM 


The Problem of Masturbation 


ERIC BERNE, M.D.* 
Westport, Connecticut 


The following considerations are designed 
to assist the practitioner in dealing with pa- 
tients who are worried about masturbation. 

Concern about masturbation should be 
regarded not as a clinical entity, but rather 
as a presenting symptom of an underlying 
personality disorder. The physician should 
therefore spend as much time as possible 
studying the patient as an individual. This 
will enable him to correct physical defects 
and to rule out the presence of serious psy- 
chiatric disorders, in which concern about 
masturbation, the presenting symptom, may 
be only one of a large number of significant 
factors. If observation and questioning reveal 
no serious mental disorder, and if detailed 
study of the masturbatory activity itself does 
not reveal sinister features, some of which 
are pointed out in this discussion, treatment 
may proceed by means of reassurance, sug- 
gestion, environmental changes, and hygienic 
prescriptions. 


1. Prevalence of Masturbation. 


In a collection of 700 civilian psychiatric 
case histories 470 mention masturbation. Of 
these, 260 were from male patients and 210 
from female patients. Of the 260 men, 89 per 
cent said that they had masturbated. This 
percentage is roughly the same as that re- 
ported in some series of normal men (e.g., 
Peck and Wells'), and is no higher than the 
prevalence in the general population as esti- 
mated by various authors (cf. Ellis? pp. 161 ff.). 
Of the 210 women, 54 per cent said that they 
had masturbated; this percentage is also with- 
in the normal range as given by Dickinson and 
Beam.3* No significant differences were found 
in our series in the prevalence of mastur- 
bation comparing psychotics and neurotics. 
As far as such statistics are of value, there- 
fore, the patient can be reassured that nearly 
all men and more than half of all women have 
masturbated, and that there is no significantly 
greater proportion of masturbators among 
psychiatric patients than among normal peo- 
ple. 


—_ 


*Now Captain, Medical Corps, A.U.S. 


2. Age of Onset. 


Freud® and his disciples, Meagher® and 
others, believe that masturbation is normal 
among infants. As to the prevalence in child- 
hood, 10 per cent of the men and 25 per cent of 
the women in our series said that they had 
begun before they were 10 years of age, while 
35 per cent of the men and 45 per cent of the 
women remembered masturbating before they 
were thirteen. Among Harvey’s series of nor- 
mal people,’ 21 per cent of the men and 45 per 
cent of the women stated that they had begun 
before the age of twelve. All series which in- 
clude both sexes show that women tend to 
begin earlier than men. The patient may be 
told, therefore, that an early beginning is not 
a sign of “degeneracy.” 


3. Sources of Instruction. 


This is apt to be a special focus of guilt 
feeling. Nearly all boys learn the practice 
from some other boy or man (113 out of 128 
in our series), and about half of them receive 
demonstrations from their “instructors” in the 
form of mutual or simultaneous masturbation. 
Among women, half say that they were told 
About it by their girl friends, often with a 
demonstration, and one quarter say that they 
were introduced to the practice by older men. 
Although such an experience may be a serious 
psychic trauma to certain individuals, it may 
comfort the patient to know that such occur- 
rences are not as uncommon as he or she 
might think. 


4. Frequency of Masturbation. 


Where information on this subject was 
available, about 20 per cent of the men and 
40 per cent of the women said that they had 
at times masturbated daily for periods ranging 
from a few weeks to many years. Few of these 
felt that the practice had done them any 
serious harm. Comparable figures have been 
obtained among normal people. One man had 
masturbated daily for over 50 years, and 
stopped when he was 70 because of prostate 
trouble. The patient may justifiably be told 
that if he is normal otherwise, masturbation 
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is frequent because his sexual drive is stronger 
than the average, and that as long as he Keeps 
within the limits of his biological urges he 
will come to no harm. When the urge dimin- 
ishes, the frequency may be expected to drop. 


5. Guilt and Fear. 


This is the crux of the problem as far as 
immediate treatment is concerned. Some 
authors doubt that masturbation can occur 
without some guilt feeling. Most patients will 
have been told, rarely by their contemporaries, 
usually by older relatives of the same sex, that 
masturbation would ruin them, weaken them, 
cause tuberculosis, stunted growth, premature 
old age, impotence, effeminacy, nervousness, 
insanity, or actual death. From sources out- 
side the home they may have heard that it 
would “drain the spinal ‘cord,” or “cause slime 
to collect under the heart,” or that “an ounce 
of semen equals a pint of blood.” The patient 
by himself may have acquired the idea that 
people could tell he was a masturbator, or 
could discern when he had masturbated. 

In our experience, threats have not caused 
patients to give up the habit; in many cases 
they have made the patient’s problem more 
acute by increasing his feeling of guilt, and 
causing depression and unwarranted anxiety, 
sometimes to such an extent as to interfere 
with his efficiency at school or at work. This 
is usually the anxiety which brings the pa- 
tient to the doctor. , 

There is no accepted evidence that mastur- 
bation itself “causes” any of the conditions 
enumerated above. Modern psychiatry tends 
to regard excessive masturbation as a symp- 
tom rather than as a cause of disease. Guilt, 
however, undoubtedly contributes to the pa- 
tient’s discomfort.!4 Whether such guilt can 
“cause” mental disorders is a moot question. 
Malamud and Palmer® have stated that in 
a series of cases where conflicts caused by 
masturbation were thought to be an impor- 
tant factor, they obtained good results in 
treating psychiatric disorders by psycho- 
therapy directed at such conflicts. 

About 10 per cent of our patients, mostly 
men, said that they thought their mental ill- 
nesses were caused by masturbation; among 
these there were many patients who started 
late and had masturbated infrequently. One 
female patient, who said she had masturbated 
only once, at the age of eight, attributed her 
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mental illness to this single act. On the Other 
hand, many patients who started early ang 
masturbated frequently did not fee] that this 
had caused their illness. In patients with 
serious psychiatric illnesses, such ideas of 
etiology are most apt to be found among 
schizophrenics (though not among para- 
noids), and among patients Suffering from 
compulsive and anxiety states. Young un- 
married people who are still Masturbators 
most frequently make such statements; Older 
married people who have stopped mastyr- 
bating do not feel that masturbation has 
played an important role in causing their 
mental illnesses. 

The physician can render the patient ser. 
vice by relieving him of his guilts, fears ang 
anxieties. It is wise to ask the patient if he 
is reading any literature on the subject since 
most books for lay consumption publisheg 
before 1920 are replete with dire threats, 
mostly handed down from the works of Tissot 
and others in the eighteenth and nineteenth 
centuries. The patient should be advised to 
avoid such material and replace it with one 
of the manuals on sexual hygiene approved 
for laymen by the American Medical Associa- 
tion, or, if he is above average intelligence, 
by Meagher’s manual.§ 


6. Method of Masturbating. 


Among men, the usual methods are manipu- 
lation, and friction against the bed. A good 
many men use pictures, or pillows represent- 
ing a woman, as stimulants; such practices 
are of no sinister significance per se. Among 
women, vulvar friction is the usual method, 
and vaginal friction, often with an outside 
object, is also common. Most masturbators 
experiment to some extent, but extreme varia- 
bility in method in any individual warrants 
more study (cf. the case reported by Kahn 
and Lion’). 


7. Patient’s Experiences. 


A study of the patient’s feelings and fan- 
tasies at the time of masturbation may enable 
the physician to distinguish between minor 
difficulties and more serious disorders in their 
early stages. 

Source of Energy—Some patients mastur- 
bate because sexual tension piles up and 
breaks down their efforts, if any, at restraint. 
This is the “normal” type. Others, however, 
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masturbate impulsively, on the spur of the 
moment, often on a basis of some kind of 
tension other than sexual, e.g., when they 
are angry OF frustrated. Masturbation is then 
4 refuge, Similar to an addiction, and an 
abnormal and inadequate method of releasing 
tension from superficially non-sexual sources. 
Using Moll’s terminology, in the first case 
there is conscious contrectation, the desire to 
touch,!° while in the second there is not. In 
piological terms, we may say that in the first 
case masturbation is an adequate and proper 
response to the stimulus, and in the second 
ease it is an inadequate and improper re- 
sponse. The after-effects may help us dis- 
tinguish between these two types. Normal 
healthy sexual acts usually cause drowsiness 
and slumber; unhealthy ones are liable to be 
followed by insomnia and are apt to cause the 
“one-day neurasthenia” of Ferenczi,!! ie., a 
feeling of weakness and apathy the day fol- 
lowing the act. 

Only if the second type of masturbation, 
without contrectation, occurs habitually and 
to the exclusion of the other type, is there 
cause for concern, since mixed types and oc- 
casional impulsive masturbation following dis- 
appointments, etc., occur in a large percentage 
of individuals. 

The Sexual Object—The fantasies occurring 
during masturbation should sometimes be in- 
vestigated. If rapport is good, it should take 
little time to get some sort of statement from 
the patient; if rapport is poor, no useful in- 
formation can be elicited. Most patients tend 
to conceal the real nature of their fantasies 
at first but it. is worth while to inquire, if 
indicated, on the chance that something sig- 
nificant may be elicited quickly. Most un- 
married men have fantasies of strangers or 
professional beauties such as movie actresses 
and the use of pictures is common. In our se- 
ties, relatively few single men had girl friends 
in their masturbatory fantasies. Among the 
women in our series, the actual love object 
was found in the masturbatory fantasies more 
often than among the men. Father-surrogates, 
such as teachers and physicians, are often 
thought of by young girls but if the actual 
father occurs, further psychiatric study should 
be undertaken. Men rarely have mother fig- 
ures in their fantasies and if the patient de- 
scribes such occurrences, they should be care- 
fully evaluated. A man who habitually has 
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his own mother in his sexual fantasies usually 
needs a complete psychiatric study. 

If a patient of either sex describes homo- 
sexual, bisexual, obsessive, fetichistic, or in- 
cestuous fantasies (involving parents, sib- 
lings, or offspring), an habitual fantasy of 
birds or animals, or peculiar people or odd 
surroundings; or habitual masturbation be- 
fore a mirror or in clothes of the opposite 
sex, further investigation is warranted. These 
abnormalities are most frequently found 
among neurotic (psychopathic) personalities 
but sometimes they may be the first clue to a 
schizophrenic state. 

There is another aspect of the sexual object 
which should be inquired into. When mastur- 
bation is a substitute for normal sexual inter- 
course where intercourse is not available it 
may be regarded as a relatively normal phe- 
nomenon; when masturbation is preferred, 
all things considered, to available sexual in- 
tercourse, something may be wrong. If the 
patient takes his own body as his sexual 
object, rather than fantasying a partner of 
the opposite sex, further study is indicated. 
Habitual masturbation in a supine position 
among men (succubus, quasi-feminine), and 
habitual masturbation in a prone position 
among women (incubus, quasi-masculine), is 
sometimes a sign of underlying psychopath- 
ology (cf. Reich!?). 


8. Gang Masturbation. 


Among our 260 men, 14 are known to have 
belonged to gangs which frequently indulged 
in mutual and simultaneous masturbation. 
Almost every boy has heard of these gangs 
and they are probably quite common. Such 
activities are rarer among girls. Patients who 
have taken part in them sometimes describe 
an increase in guilt feelings because of the 
homosexual and other elements involved, and 
sometimes a decrease because of the social 
sanction implied. In still others a sort of 
competitive feeling is nurtured (cf. Wede- 
kind’s “Friihlings Erwachen’’), in which the 
question of prestige rather than guilt comes 
to the fore. The patient should be asked 
about this if he describes gang sexuality so 
that the approach to his problem can be modi- 
fied accordingly. 

It is only the rare member of such a gang 
who comes for psychiatric treatment with a 
presenting symptom of concern about mas- 
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turbation. Gang masturbation seems to have 
a deleterious effect only in predisposed per- 
sonalities. In such cases the’ most frequent 
ultimate findings are homosexual and para- 
noid tendencies. As mentioned before, mutual 
homosexual masturbation with one companion 
is quite common among younger boys and the 
patient should not be allowed to feel unduly 
alarmed about such occurrences, though he 
should be advised not to continue these prac- 
tices and to seek other companions. 


9. Nocturnal Emissions. 


From our material, it would appear that in 
our culture nearly all boys and girls at first 
tend to regard erotic dreams with orgasm as 
harmful. There is no evidence that in moder- 
ation they have any deleterious effect except 
as sources of guilt-feeling. If they occur less 
than twice a week, it is justifiable to reassure 
the patient that they are harmless. If they 
occur often than that, however, and especially 
if there is a sudden increase in frequency, 
investigation is warranted. In extreme cases 
it is wise to refer the patient to a psychiatrist 
and a urologist. A urologist may give relief 
but it is important to have a complete psy- 
chiatric investigation to get to the root of the 
matter if there is no gross urological abnor- 
mality. 

Dream studies can be adequately handled 
only by a psychoanalyst but if the patient 
describes frankly sexual dreams involving the 
parent of the opposite sex, this should war- 
rant full psychiatric study, since frank Oedi- 
pus dreams may be a symptom of schizo- 
phrenia 


10. Spontaneous Emissions While Awake. 


These warrant investigation by a psychia- 
trist and urologist. 


11. Advice to the Patient. 


Many patients can cut down the frequency 
of masturbation without undue disturbance 
from dammed up sexuality. Many physicians 
believe that the problem is easier to handle 
if coffee, spices, meat and eggs are partly or 
completely eliminated from the diet (Fed- 
ern!3). Physical exercise, hobbies, and cold 
showers are old standbys. It has long been 
recorded that studying for examinations may 
increase the libido. If the patient can elimi- 
nate his guilt feelings, the problem is usually 
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close to a solution. He will rarely regard the 
physician’s reassurance for more than q short 
period as a license to increase his indulgence 
In certain cases of severe depression, mastup. 
bation may serve as a release for tension 
which, if dammed up, might lead to attempts 
at suicide; the physician should be watchful 
in this connection if the patient is Patho. 
logically tense and anxious. 

The male patient should be adviseq that 
resort to a prostitute may expose him to the 
risk of infection, to humiliation if he shoyy 
prove impotent as is often the case in such 
situations and to disillusionment, all of which 
may make his subsequent heterosexua] ad- 
justment more difficult. A study of a large 
number of cases shows that in our culture 
the tendency is for masturbation to cease tg 
be a problem to the individual when a satis. 
factory heterosexual relationship is establish. 
ed. The emphasis in this statement should be 
on the word “satisfactory” not on “hetero- 
sexual.” Marriage based on a mature approach 
to marital life is described by most of ow 
patients as the best way of establishing such 
a satisfactory relationship. Marriage on the 
basis of an imprudent haste to solve a sexual 
problem should not be actively encouraged 
by the physician. In this connection, the con- 
siderations mentioned in the section dealing 
with “Source of Energy” are important. If 
the patient masturbates because of dammed 
up sexual tension, with “normal” fantasies, 
his chances of ultimate heterosexual adjust- 
ment are better than if he masturbates with- 
out contrectation and with pathological fan- 
tasies. 


12. Treatment of the Patient’s Relatives. 


The patient’s relatives often have more mis- 
conceptions concerning masturbation than the 
patient himself, especially if they were 
brought up in an older generation. They are 
often the source of the patient’s fears and 
conflicts and they should be enlightened 
that they will become assets in the treatment 
instead of liabilities. They will often be as 
grateful for the physician’s reassurance as is 
the patient himself. 


13. Follow-up. 


In every case there should be one or more 
follow-up visits at intervals of about one 
month, when a general psychiatric review may 
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be undertaken. At such times the physician 
should look once more for evidence of patho- 
jogical depression, tension, inappropriate af- 
fect, compulsions, and other psychopathology. 
if any signs of mental illness are found, the 
roblem of masturbation should be subordi- 
nated to the problem of the general psychia- 


tric disorder. 
Summary 


In dealing with the problem of mastur- 
pation, the general practitioner can play a 
reassuring role and can use his judgment to 
decide which patients are in need of detailed 
psychiatric study. 

Concern about masturbation should not be 
regarded as a clinical entity but as a pre- 
senting symptoms of an underlying person- 
ality disorder. Physical defects should be cor- 
rected and serious psychiatric conditions ruled 
out by a study of the whole personality. 

Masturbation is prevalent in the general 
population at all ages; there is no evidence 
that it is more common among psychiatric 
patients. Daily masturbation and mutual 
masturbation should not necessarily be causes 
for alarm. There is no evidence from our 
material that masturbation causes any serious 
mental or physical disorders; the patient 
should not be allowed to read alarmist litera- 
ture. 

If the urge to masturbate comes from 
dammed up sexual tension, and is accompa- 
nied by non-incestuous heterosexual fantasies, 
it should not be regarded as abnormal. If 
masturbation is habitually used as an escape 
from reality, if it is accompanied by certain 
unorthodox fantasies, or if certain unorthodox 
methods are used, further investigation is 
warranted. The occurrence cf exceptionally 
frequent nocturnal emissions, spontaneous 

emissions while awake, or certain unorthodox 
sexual dreams, is also an indication for de- 
tailed study of the whole personality as well 
as for consultation with a urologist in the 
first two instances. 
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Many patients can cut down the frequency 
of masturbation without undue discomfort. 
Certain hygienic measures are recommended 
to this end. Resort to a prostitute and other 
heterosexual relationships entered into solely 
as a solution to the problem should not be 
suggested by the physician. When the patient 
finds a satisfactory heterosexual relationship, 
the problem usually solves itself if the basic 
personality is sound. 

The physician should adopt a reassuring 
attitude towards the patient’s relatives as 
well as towards the patient. Follow-up visits 
are advisable as a check on the patient’s gen- 
eral psychiatric condition. 
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Functions and Services of the Clinical 
Psychologist in a Mental Hospital* 


JEAN GIESEY MIMS, A.M. 
Galveston, Texas 


Clinical psychology has finally matured and 
through discerning use of the methods, tech- 
niques and accumulated data of this applied 
science the mental hospital may more surely 
and efficiently attain its goals; namely, full 
understanding of patients committed to its 
care and rehabilitation of these individuals. 

The psychology department in a mental 
hospital by developing a three-fold program 
of individual study, research and community 
education is a strong influence in treatment 
and cure. Primarily the clinical psychologist 
is concerned with the study of individual pa- 
tients, upon their admission to the hospital 
and at critical points during the hospitali- 
zation period. By the administration of stan- 
dardized tests and projective techniques and 
by the interpretation of these test data in 
the light of relevant material obtained from 
social histories, medical and neurological 
studies and the like, the clinical psychologist 
can supplement the diagnostic and treat- 
ment skills of the medical staff. 

Secondly, the clinical psychologist is con- 
cerned with research in practical fields re- 
lated to the problems of his daily work. Only 
as they scrutinize their own successes and fail- 
ures in diagnosis and therapy can these pro- 
cedures become predictable processes which 
they may teach and pass on to others. Only 
as they analyze the problems in the hospital 
community can they paint an objective pic- 
ture of the strengths and weaknesses of the 
centers in which they work. 

Thirdly, the psychologist has a contribution 
to make to the educational program of the 
mental hospital. In a sense the hospital’s 
educational services may be viewed as pre- 
ventive mental hygiene. By non-technical 
lectures for laymen, it strives to remove the 
stigma now associated with mental disease 
thereby lessening the frustrations of patients 
returning to their former communities. Un- 
less society is ready to accept the returned 
patient in a reasonable, sympathetic manner 





*Read at meeting of Texas Mental Hygiene So- 
ciety, Houston, Texas, March, 1944. 
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any system of parole and placement is doomed 
to failure. Through training courses for pro- 
fessional workers such as medical Students, 
graduate students in psychology, social worg. 
ers, teachers and nurses, the hospital increases 
the probability that early signs of tension Will 
not pass unnoticed and unaided. Not Only are 
emotional maladjustments and even psychotic 
disorders more amenable to treatment in their 
early stages, but also many persons unable tp 
adjust easily in our highly competitive society 
may, with supportive therapy, avoid the tray- 
matic experience of hospitalization. 

Successful development and application of 
this three-fold program in a department of 
psychology are found in private institutions 
as well as in state hospitals, notably, Wor- 
cester State Hospital in Massachusetts, Nor- 
wich State Hospital in Connecticut and Rock- 
land State Hospital in New York. 

With the broad outlines of such a psycho- 
logical program in view, I enumerate some of 
the specific problems encountered by the clini- 
cal psychologist and the means by which he 
may.endeavor to meet them. 

I. Individual Study—Patients may be re- 
ferred for psychological study upon admission 
to the hospital, at various times during hos- 
pitalization when it seems desirable to have 
an objective check upon the progress of special 
treatments (such as shock treatments or psy- 
choanalysis) and prior to discharge, as an aid 
in determining suitable educational and vo- 
cational placements. 

Although the following descriptions may 
suggest that a patient is figuratively drawn 
and quartered so that he is no longer seen a 
a total, unique personality, this is not the 
case. An enumeration of test scores does not 
constitute a psychological report. Only as the 
psychologist studies each patient as an indi- 
vidual, with special assets and liabilities, with 
certain needs, wants, interests and attitudes, 
can he understand why that individual be- 
haved as he did in past situations and acct 
rately predict how the individual wil! react 
in the future. Modern clinical psychology, 
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e other sciences dealing with organisms in 
their totality, has come to focus upon the 
subject as an individual rather than as a 
diagnostic problem and to place greater em- 
phasis upon the conative and emotional as- 

ts of personality rather than upon cog- 
nitive abilities. 

when referring a patient for study, the 

ychiatrist usually requests a determination 
of the subject’s intellectual level. By the ad- 
ministration of such tests as the Wechsler- 
pellevue Intelligence Scale, standardized upon 
adults it is possible to state how capably an 
individual is functioning in comparison with 
adults of like age and to determine his ability 
to handle both language tests and non-verbal 
problems of like difficulty. In addition to 
the present functioning level of an individual, 
itis desirable to know something of his intel- 
lectual efficiency and the extent to which he 
utilizes his capacities to their fullest expres- 
sion. By the test situations utilized in the 
Babcock Test of Mental Efficiency, the 
Shipley-Hartford Retreat scale and the Rors- 
thach Inkblot test, mental efficiency may be 
gauged. 

Hospitals operating outpatient clinics and 
those admitting patients without complete 
pre-admission studies are often confronted 
with difficult diagnostic problems. Frequently 
they must determine whether somatic symp- 
toms are hysterical manifestations or have a 
basis in disfunctioning of the central nervous 
system. The studies of Goldstein, Weigel, 
Bender, Bolles and Sheerer have shown that 
patients with “organic pathology” experience 
difficulty with both verbal and non-verbal 





tasks requiring categorical thinking and that 
they frequently cannot recall or copy spatial 


configurations. While the ability to handle . 


such tests as the Kohs Block Designs, the 
Bender Gestalt Test and the Goldstein sorting 
tests is not proof of the absence of organic 
involvement, the inability, in an otherwise 
competent subject, to solve such problems is 
strongly suggestive of disfunctioning of the 
central nervous system. Another diagnostic 
problem is the differentiation of early schizo- 
phrenia from severe neurotic behavior of the 
obsessive-compulsive type. In the psycho- 
logical examination, the schizophrenic’s poor 
judgment may be reflected in his failure to 
detect illogical statements and pictured ab- 
surdities as well as in his Rorschach pattern. 
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By offering objective evidence of the pres- 
ence of abnormal behavior patterns, the clini- 
cal psychologist may contribute substantially 
in diagnostic studies. 

The Rorschach test is one of several pro- 
jective techniques available to the clinical 
psychologist trained in psychopathology. Out 
of a need to bridge the gap between the merely 
subjective understanding of another person- 
ality gained through clinical observation and 
the objective measuring of individual differ- 
ences with little or no understanding of their 
origin or deeper meaning, there has developed 
a new approach described by the term “pro- 
jective methods of personality diagnosis.” 
Standardized test situations are relatively 
circumscribed and the subject has little free- 
dom of response. In the projective test situa- 
tions, on the contrary, the patient is pre- 
sented with less structured materials—ink- 
blots, blurred sounds or untitled pictures to 
which he responds by his own interpretations. 
The assumption, which has been borne out 
in clinical practice, is that in his interpre- 
tation of these materials the subject will pro- 
ject his own meanings, conflicts and feelings 
because the stimuli are not socially standard- 
ized objects or situations to which he must 
give culturally prescribed responses. Projec- 
tive techniques include the Rorschach Inkblot 
Test, the Thematic Apperception Test de- 
veloped in the Harvard Psychological Clinic, 
and others. 

The Rorschach test, the most widely used 
of such test instruments, consists of ten cards, 
each bearing a very large inkblot which the 
subject is required to tell what he thinks it 
might be. Responses are scored in terms of 
certain determinants, rather than in terms 
of content, and the total Rorschach picture 
is evaluated with regard to such personality 
traits as emotional maturity, aggression, social 
adjustment, empathy, strictness of behavioral 
control, introversion-extroversion and the like. 
This picture is a necessary and valuable sup- 
plement to knowledge obtained from stand- 
ardized tests. Since the Rorschach picture is 
indicative of the momentary state of a sub- 
ject, it is a peculiarly sensitive instrument in 
judging the progress of shock treatment, 
analysis or other therapy. 

As the patient about to return to the com- 
munity faces a difficult adjustment problem, 
he should be offered every aid in the way of 
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vocational aptitude testing and vocational 
counseling in order that he may secure the 
work best suited to his interests and abilities. 
Success in work will do much towards restor- 
ing and maintaining his sense of personal 
worth and integrity. 

II. Research—A few of the research investi- 
gations typical of those which have been con- 
ducted in the psychological laboratories of 
mental hospitals are the following: 

Having observed that patients of the schizo- 


‘phrenic group were not equally responsive to 


shock treatment even when such factors as 
age of patient and duration of psychosis were 
held constant, Dr. Piotrowski of the New York 
Psychiatric Institute studied the Rorschach 
records of a number of these and discovered 
certain signs which, when taken together, 
enabled him to predict the probable success 
of shock therapy with 88 per cent accuracy. 

Dr. Wittman, working at Elgin State Hos- 
pital, developed a scale for prognosis in the 
functional psychoses which follow-up studies 
indicate “predicted success in these functional 
cases (either with or without shock therapy) 
more accurately than the usual subjective 
generalizations based on feeling and in- 
tuition.” The psychological department at the 
institution also developed an initial psycho- 
metric examination to be given to all patients 
within two weeks of their admission to the 
hospital provided that they are sufficiently 
cooperative to answer questions. This scale 
is used to obtain an objective and numerical 
record of the subject’s mental efficiency at 
the time he enters and to indicate those cases 
in which the question of mental deficiency 
or deterioration needs to be further investi- 
gated. The Elgin Initial Test replaces the 
subjective, qualitatively descriptive ‘tests of 
mental sensorium.” 

III. Education—Through lectures, radio ad- 
dresses and newspaper articles, the psycholo- 
gist may assume his share of the mental hos- 
pital’s program of community education. 
Through in-training courses for attendants 
and nurses he may share the results of suit- 
able research investigations with those per- 


sons responsible for the patient’s daily care. = 
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Because he is often less suspect in the com 
munity than the psychiatrist, he is ina dea 
tegic position to foster friendly relationshj 
between hospital and community ang to pe 
pel the suspicion and distrust which frustrates 
a paroled patient in his initial attempts at 
community adjustment. 

The greatest educational contribution of 
the clinical psychologist probably lies jn the 
information which he shares with other py. 
fessional workers—the medical Students, g0. 
cial workers, theological students ang grad- 
uate students of psychology. Since these per- 
sons are concerned with the counseling of 
individuals, they should be able to recognize 
early signs of tension. They should know what 
help they may receive from the Psychologist 
and the cautions to be observed in the ip. 
terpretation of psychological studies. 

Where there is a lack of clinical psycholo- 
gists, it is essential to the hospital program 
and valuable to colleges and universities that 
there be close cooperation between the instj- 
tutions. In fact some cooperation is desirable 
at all times. Graduate students in psychology 
and college upperclassmen with adequate 
training should be permitted to attend dem- 
onstrations at the hospital. The latter should 
take care that the classes are presented ina 
stimulating, scientific manner. Internships 
for qualified graduate students in clinical 
psychology should be organized. In Massa- 
chusetts, Connecticut and New York, the stu- 
dent is required to have a master’s degree in 
psychology and to have had training in clini- 
cal methods, abnormal psychology and sta- 
tistics. Working under the supervision of a 
qualified psychologist, these students are in- 
structed in clinical methods and in the in- 
terpretation of test data. They are also given 
time for research in related subjects. After 
an initial training period, the duration of 
which will vary with his ability and previous 
training, the intern may assist in the actual 
examination of patients, the work being 
checked by the senior psychologist. Similar 
training programs have already proven theif 
worth to student and hospital. 
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The “Information and Counselling Service” 
at the Milwaukee Induction Station celebrated 
its first birthday last December 14 and, in- 
terestingly enough, on that day we started a 
new service—interviewing the young women 
rejected for service in the W. A. C. Because 
induction of women is on a much smaller scale 
than men, few women have been interviewed. 
Undoubtedly they are even more disturbed 
over rejection than the men. Although their 
problems are different, they have welcomed 
an opportunity to discuss them. 

From December 14, 1942, to December 31, 
1943, a total of 12,137 men were interviewed. 

Various methods of referral have been tried 
out and those adopted which seem to be most 
effective and acceptable to the particular 
agency. As we became better acquainted with 
the problems of the men and the agencies, we 


—_ 


*abstract of report on operation of this service at 
the Wisconsin Induction Center, Milwaukee, 
Wisconsin, prepared by Miss Dorothy Paull, 
medical social worker. 
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Information and Counselling Service for 


. * 
Rejectees 
" December 14, 1942, to December 14, 1943 


WISCONSIN INDUCTION CENTER 
Milwaukee, Wisconsin 


were able to make better use of state resources. 
In short, we learned from experience. We 
enumerate in the following tables the case 
load handled and disposition: 

In studying this table, it must be remem- 
bered that not all men rejected for military 
service are interviewed. Men who are under 
medical care or have old disabilities which 
they understand and for which no further 
treatment is advised naturally do not seek 
counsel. On the other hand, emotional in- 
stability cases are particularly eager to seek 
counsel. 


Family Physicians 


Among the 3216 Milwaukee County men in- 
terviewed, 1922 reported they had a family 
doctor, or 59.8 per cent. Among the 5884 men 
from other countries, 4022 or 68.4 per cent 
stated that they had a family doctor. An in- 
creasing number of men say that their family 
physician is now in service. 





TABLE I 
CAUSES OF REJECTION AS REPORTED BY MEN 





Reported Cause of Rejection No. 


Milwaukee County 


Out-County Area 


Pct. No. ‘Pct. 











TOTAL 


Emotional Instability 1444 
Nervousness 1003 
Questionable I. Q. 170 
Police Record 173 
Enuresis 51 
Alcoholism 47 

Fars, Conditions of 222 

Heart, Conditions of 161 

Hernia 153 

Eyes, Conditions of 149 

Tuberculosis 110 

Leg, Conditions of 74 

Genito-urinary Tract, 

Conditions of 88 
Asthma 55 
Feet, Conditions of 73 
Abdominal Tract, 

Conditions of 59 
Miscellaneous 628 


44.9 2909 49.4 

2008 

552 

146 

138 

65 
6.9 300 5.1 
5.0 263 4.5 
48 243 4.1 
4.6 205 3.5 
3.4 176 3.0 
2.3 156 2.7 
2.7 118 2.0 
1.7 147 2.5 
2.3 97 1.6 
1.8 108 1.8 
19.5 1162 19.7 
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Referrals 


As might be expected, the majority of re- 
ferrals are to physicians and the second 
largest group to public health agencies. A 
large proportion of these referrals to health 
agencies are tuberculosis cases. Referrals to 
case-work agencies, on the other hand, are 
largely of men rejected for some form of emo- 
tional instability. 


Tuberculosis Referrals 


From December 14, 1942, to September 1, 
1943, five hundred seven men were inter- 
viewed who gave tuberculosis or suspicious 
chest conditions as the cause of rejection. Of 
this group, a considerable number were known 
cases, having had sanatorium care and having 
been under regular supervision. However, a 
fairly large number were previously unknown. 
In general, these men were referred both to 
their family physicians and to the public 
health departments in their communities. In 
addition, reports were sent to the health agen- 
cies with the men’s approval so that imme- 
diate steps could be taken to arrange for 
further study and examination of contacts if 
they did not come in of their own accord. 

We have attempted to obtain reports on 
these referrals but they are far from complete. 
However, based on the information received, 
we have learned that at least 36 men have 
entered sanatoria and 153 have gone to their 
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own physicians or clinics for further Study 
The median elapsed time between interview 
and admission to sanatorium was 45 days. 4 
few men entered within a week after inter. 
view and many within a month following 
their rejection. ; 

It must be remembered that the Majority 
of men rejected because of tuberculosis re- 
quire further study before the status of their 
disease can be finally determined. This fre- 
quently requires a study period of one to three 
months. It is gratifying to know that Many 
of these, after thorough study, are demon- 
strated to be inactive. 


Case-Work Referrals 


An attempt was made to evaluate the ger- 
vice based on results obtained by case-work 
agencies. During August, 1943, letters were 
sent to all case-work agencies to which re- 
ferrals had been made between December 14, 
1942, and July 1, 1943, enclosing a list of the 
names of men referred and requesting specific 
information which would give us uniform data 
on which to base our analysis. 

The specific questions were: 

1) Did the rejectee contact agency of his 
own accord? 

2) Was it necessary to make a visit; was 
he reached by letter, or has it been impossible 
to reach him? 

In addition the agencies were requested to 
give a brief report of what they believed had 











TABLE II 
REFERRALS 
Milwaukee County Out-County Area 

Disposition ofCase No. Pet. No. Pet. 
All Referrals 1444 44.9 2654 45.1 
Physician of Choice 674 21.0 1382 23.5 
Public Health Departments in Wisconsin 64 2.0 417 Tl 
Case-Work Agencies 248 7.7 188 32 
Industrial Physicians and Nurses 63 2.0 17 3 
Wisconsin Anti-Tuberculosis Assn. 58 1.8 10 2 
Miscellaneous 175 5.4 223 38 
Multiple Referral* 162 5.0 417 11 
Now Under Medical Care 576 17.9 932 158 
No Referral and Not Under Medical Care 1196 37.2 2298 39.1 
TOTAL 3216 100.0 5884 190.0 





*In some instances men are referred to their family physician for medical attention and also to4 
case-work agency because of family problems. Or they may be referred to their family physician, 
the U. S. Employment Service and to the public welfare department. These are classified as multi- 


ple referrals. 
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been accomplished and what was planned or 
still needed to be done. 

while all agencies have been most coopera- 
tive and interested in the project, few of 
them gave sufficiently detailed information 
to enable us to provide a report which will 
show accurately what has been accomplished. 
we feel that the agencies have probably ac- 
complished more than they reported. A sta- 
tistical study, however, can be based only on 
what is reported. 

With this reservation, the following obser- 
yations may be made. Of the 348 referrals one 
hundred eleven, or 22 per cent, show “no con- 
tact.” Another 62, or 18 per cent, show “con- 
tact attempted but unsuccessful.” Of the re- 
maining 175, forty-seven, 13 per cent of the 
entire total, could not be classified because 
little or no specific information was given. 
On only 128 cases, therefore, or 37 per cent, 
do we know definitely that the individual re- 
ferred had been reached in some way, and in 
only 114 cases, or 33 per cent, do we know 
how. 

Those agencies showing best results had 
either visited the rejectees or written them 
suggesting a conference. From conversations 
with workers in Milwaukee as well as with a 
few elsewhere in the state, we believe that 
not more than 5 to 10 per cent of the men 
reported to the agencies of their own accord. 
The balance of those contacted had to be 
reached through direct effort by the agency. 

In some cases, while the individual was 
reached by the agency, the latter apparently 
did not see the need of case-work services. 
Among the 102 cases seen by the agency, and 
where need for service was also seen, service 
was accepted by the client in 47 instances, 
or 46 per cent, and refused in 19, or 19 per 
cent. In the remaining 36 cases, or 35 per 
cent, the cases were referred to other agencies 
or were still pending at the time of report. 
Splendid results were obtained by some agen- 
cies; in others the agencies appeared to be 
handicapped from following referrals through 
by lack of personnel; in a few, there seemed 
to be lack of understanding of the motive or 
reason for referral and they assumed that 
because a man was employed, had an ade- 
quate income or had become adjusted to re- 
jection, there was no problem. In order to 
Clarify this situation, men are rarely referred 
to agencies simply because of an acute emo- 
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tional upset over rejection. Generally speak- 
ing, only those men are referred who have 
some understanding of the basis for their 
nervousness, usually a family situation, and 
appear genuinely interested in obtaining a 
better insight into causes and controls. 


Deductions 


It is our belief that it may never be possible 
to evaluate the service accurately. Judging 
from the impressions of the interviewers and 
letters from the men themselves, as well as 
letters from agencies, it is probable that the 
greatest immediate value of the service is the 
relief and reassurance given the men at the 
time of rejection. Reducing the shock of re- 
jection itself and the distress that results from 
a knowledge of some disease or condition of 
which the man was previously unaware may 
be of considerable importance. Acquainting 
the men with the fact that reports of their 
examinations at the induction station can 
be obtained through local draft boards has 
proved of definite value to many men—es- 
pecially those who have specific and compli- 
cated mental problems. Numerous letters 
have been received from men six months after 
rejection requesting information and advice. 
This leads us to believe that even though no 
specific referrals are made at the time of the 
interview there is a value in the men being 
able to know that there is a service which 
they can turn to for general information. 

After a year of experimentation and obser- 
vation, we are more convinced than ever that 
the public has no realization of the extent of 
emotional and mental illness in its midst or 
of the lack of resources to cope with it. Many 
young men are carrying on a tragic and lonely 
struggle attempting to make good against ter- 
rific odds of environment and unhealthy men- 
tal habits and family patterns. As might be 
expected nervousness seems to run in families. 
The men who are being rejected because of 
nervousness almost invariably say that one 
or both parents are nervous. Some even 
realize that the parent is a factor in their own 
condition. While many of the rejected men 
are probably too well set in their ways to 
profit by treatment, child guidance and par- 
ent education might at least help to check 
the perpetuation of emotional instability in 
their children. 

When the War Department released sta- 
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tistics on reasons for discharge from service, 
mental and emotional breakdown headed the 
lists. Many boys have already returned to 
their homes, discharged for psychiatric rea- 
sons. Relatively few are receiving proper care. 
In spite of the service rendered to discharged 
men by the American Red Cross and federal 
and state rehabilitation services, many milder 
forms of disability are unrecognized and un- 
attended. This is partly due, no doubt, to the 
fact that the men themselves do not recog- 
nize and understand their disability, partly 
due to the fact that there are no specialists 
or services in their communities to give them 
the expert guidance they need. 

While the problems of emotional instability 
may seem overwhelming today, it should be 
remembered that tuberculosis seemed equally 
so a generation ago. Following the close of 
World War I, tuberculosis was by far the 
greatest cause of disability, as measured by 
disability payments to veterans. Today among 
discharges of World War II, psychiatric dis- 
orders are way out in front, with tuberculosis 
a relatively minor condition. 


Recommendations 


While physical health resources seem in 
general to be relatively good, Wisconsin’s men- 
tal health resources appear inadequate for 
the need shown. There is probably no simple 
nor short-cut answer to the complex problems 
involved in building a healthier-minded state. 
It would seem, however, that concentration 
of professional thinking and initiative along 
the following lines might lead to fruitful re- 
sults. 

1) Careful study of the extent of emotional 
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illness based on official army statistics on 
charges and rej ections when and as these da 
are available, recent mental hospita] admis. 
sions, and American Red Cross Psychiatric 
cases. 

2) Recognition of the need for education of 
the public on this whole subject of mental 
and emotional health, emphasizing the early 
symptoms, the need for expert advice, ang 
the fact that mental and emotional illness. 
are treatable—and preventable. 

3) Study of the possibility for expansion of 
services to meet the need. The dearth both of 
psychiatrists and psychiatric social workers jg 
recognized as a serious obstacle in the oly. 
tion of this problem. Training of professiona} 
personnel is therefore one of the greates 
problems in expansion of services. 

4) Establishment of programs in our ey. 
cational system designed to give the child an 
understanding of his nervous or emotional 
system and how to use and control it. 

5) Establishment of a system of mobile 
traveling mental hygiene clinics, as urged by 
the Coordination Committee for the Adult 
Handicapped and also by the Wisconsin Wel- 
fare Council. Although such a set-up would 
not be an adequate substitute for well staffed 
and permanent clinics in urban centers, it 
might well serve as a demonstrational service 
of far-reaching value and may constitute the 
only feasible type of service for rural areas, 





Editor’s Note: The Information and Counse 
Service is sponsored by the Welfare Committee 
of the Milwaukee County Council of Defense and 
financed jointly by the Wisconsin Anti-Tuber- 
culosis Association and the Milwaukee County 
Community Fund and Council of Social Agen- 
cies, with some assistance from the Milwaukee 
County Council of Defense. 

















Your Comments on this Journal will be 
Appreciated 


On what problems would you like to see articles published? 


Write to: Editorial Department 
PHYSICIANS POSTGRADUATE PRESS 
500 North Dearborn Street, Chicago, Illinois 
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Presentation 


A 49-year-old white unmarried woman was 
admitted to the Neurological Service on the 
evening of February 22. She had never been 
i] and had worked regularly in a cigar factory. 
She had suffered a minor injury in early Feb- 
ruary when she fell and bruised her right hip. 

On February 22, a holiday, she arose at 1 
P.M., fixed a hot toddy of lemonade and then 
sat down in a comfortable chair and went to 
sleep again. At about 1:30 P. M. she was 
snoring loudly, an unusual thing for her to 
do, so that her sister with whom she resided 
awakened her to ask if anything was the 
matter. The patient appeared confused and 
said, “I’ll get out of bed.” She was nauseated. 
The sister helped her to the bathroom where 
she vomited. While seated on the toilet she 





fell to the floor uncoiiscious, remaining in 
deep coma for about 15 minutes when she 
had a convulsion. She never recovered con- 
sciousness thereafter, and had fits lasting a 
minute or two, repeated every 5 to 10 minutes 
until her entry into the hospital at 5:49 P. M. 
She was incontinent. Two relatives said the 
convulsions principally affected the left side. 

The patient lived until 10:10 P.M. On entry 
to the hospital she was completely comatose. 
Fits were occurring about every 20 minutes. 
Before a convulsion the left extremities were 
more spastic than the right. The fit began 
simultaneously in the left side of the face and 
with conjugate deviation of the eyes toward 
the left. Rapid, clonic jerkings of the left 
hand, forearm and arm occurred, followed by 
jerking of the left leg and foot. An attack 
lasted 90 seconds. Immediately after the left 
limbs were flaccid. Corneal reflexes could not 
be obtained. The pupils were 2.5 mm. in 
diameter and did not react. The face was 
symmetrical. No deep or superficial reflexes 
were obtainable on the entry examination, 
and the patient did not respond to painful 
stimuli. The left plantar response was con- 
sistently extensor, while there was no response 
on the right. The blood pressure was 175/80. 
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She continued to convulse, despite the use 
of sodium phenobarbital intravenously and of 
dilantin by stomach tube. The attacks re- 
mained leftsided with some rigidity in the 
right limbs. By 8 P. M. the blood pressure was 
260/130, the temperature 103.2 degrees rec- 
tally, the pulse rate 120 and the respirations 
30. Between attacks the head and eyes re- 
mained in moderate left conjugate deviation, 
and blood-tinged, frothy sputum was blown 
from the mouth. The left pupil became larger 
than the right, and on the ward they reacted 
well to flashlight. Tendon reflexes on the left 
were more active; there was unsustained left 
ankle clonus and an extensor plantar response 
on the left. 

Convulsions recurred at 5 to 10 minute in- 
tervals, and became of shorter duration lasting 
from 20 to 30 seconds. At times, continuous 
twitching of the left upper extremity was 
observed (in addition to the maintained left 
conjugate deviation) between the seizures. 
She died during a convulsion 4 1/3 hours 
after entering the receiving ward. 

Laboratory Data—The red blood count was 
4%, million, the hemoglobin 13 grams, white 
blood count 14,500; the differential count, 
neutrophils 90 per cent, lymphocytes 5 per 
cent, monocytes 4 per cent, eosinophils 1 per 
cent. The blood Kahn was negative. The 
specific gravity of the urine was 1.016; it con- 
tained albumin and was normal otherwise 
except for a positive benzidine test. A spinal 
puncture was performed at 7:30 P. M. The 
patient had two seizures, each lasting 30 to 
40 seconds during this procedure. During a 
period of complete relaxation the CSF pres- 
sure was 220 mm. of water. Ten cc. of CSF 
resembling water were removed; -the final 
pressure was 100 mm. The CSF contained 24 
RBC per cm. and no WBC; there was 28 mg. 
of protein per 100 c.c.; the CSF Wassermann 
was negative. 


Differential Diagnosis 


Dr. Milton Rosenbaum: The only datum of 
importance in the immediate past history is 
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that approximately two weeks before the 
present illness the patient suffered a minor 
injury. After such an acute cerebral catas- 
trophe, one is faced with the decision of 
whether or not the injury, previously thought 
unimportant, played any role in the illness. 
There was no note of a head injury, an im- 
portant point, since it seems reasonable to 
think that if this woman had suffered even 
the most trivial head trauma the family 
would have stressed it after they were in- 
formed that she had cerebral disease. There- 
fore, we may surmise that our patient had 
had no previous illnesses and that the mild 
injury did not involve the head. 

On arousing late on February 22, she sat 
down in a comfortable chair and went to 
sleep. To me that sounds peculiar. A person 
satiated with sleep again falls to sleep imme- 
diately on sitting. That cerebral disorder 
started earlier than the history would appear 
to indicate is quite probable. This is an im- 
portant point, since here the sleep itself is 
most likely a prodromal symptom of the 
cerebral catastrophe. Contrary to the opinions 
expressed in practically all neurological text- 
books, cerebral hemorrhage is more apt to be 
attended by prodromal symptoms of one sort 
or another than is cerebral thrombosis. I 
would refer you to the study by Merritt and 
Aring? for clarification of this point. 

Shortly after sitting down the patient was 
snoring loudly, an unusual thing for her to 
do; possibly an indication of the depth of this 
particular sleep. On being awakened she was 
confused and nauseated, and she vomited. 
The end of consciousness occurred when she 
fell to the floor. Fifteen minutes later she 
was in convulsions, which continued inter- 
mittently until she died about five hours later. 
Obviously the story is that of an acute cere- 
bral catastrophe and one immediately con- 
siders cerebral hemorrhage, thrombosis, em- 
bolism, subarachnoid hemorrhage or the rath- 
er late result of cerebral trauma. 

One barely considers embolic phenomena, 
since the history and physical examination 
reveal no source and no attendant signs (pe- 
techiae, etc.). The history is certainly against 
cerebral thrombosis. Onset with nausea and 
vomiting and convulsions is seldom seen in 
cerebral thrombosis; an onset that is rather 
classical for intracerebral hemorrhage, a point 
made in the article on differential diagnosis 
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of strokes by Merritt and Aring, ag 








: , far as | th 
rauma is concerned, one thinks of Subdura) | fu 
hematoma or late cerebral hemorrhage. The th 
patient with subdural hemorrhage wade AY 
does not arrive in coma having fo¢a) rl | wi 
vulsions; and he usually develops NEurologica) | bic 
symptoms sooner than two weeks after injury, | cel 
It may have been that this woman had a ‘oft 
very mild head injury and as a resyjt Some | ha 
cerebral vascular disturbance. Perhaps later | no 
there may have occurred some smal] hem- | no: 
orrhages which finally became confiuent (so- | on 


called “‘late apoplexy’’). cel 

Many of the signs pointed to a right hemi- I 
spheral lesion. The convulsions were a beay. 
tiful example of the march of Jacksonian fits. loc 
something was irritating the motor strip. The an 
head and eyes deviated toward the left at the | cor 
beginning of an attack, which indicates that | orr 
there was cortical irritation around the pre- ‘ara 
motor area and area 8 on the right. The | int 
corneal reflexes were absent and the pupils | tat 
didn’t react after a fit, pointing to the deep ‘of 
state of coma. Cortical activity is pretty wel) | her 
suspended after fits. There was a Babinski hy! 
on the left. The evidence unequivocally in- 
dicates that the lesion was on the right and 
what is more important, it was rather super- | iy 
ficial. 

The blood pressure taken during a period 
free from attacks was 175/80; the systolic 
pressure was high. The next recorded blood 
pressure was 260/130, probably taken after a 
series of convulsions, since this woman was 
practically in status epilepticus. The blood 
pressure does rise when the patient is con- 
vulsing; when the patient has an interval 
free of fits the blood pressure should retum 
to normal limits. The pressure of 260/130 may 
in part be due to the fits although I think it 
more likely represents the level of hyper- D 
tension more accurately than did the initial 
determination of 175/80. 

The laboratory data are normal except for 
the increased pressure of 220 mm. of water 
in the CSF. If we say this woman had cere 
bral hemorrhage, why this relatively normal 
CSF? The pressure is increased a bit. The 
question arises, is the pressure significant? 
If pressure readings on the CSF are made ina 
patient having fits, the pressure will be tre 
mendous since there is an increase in venow 
pressure. Between fits the CSF  pressult 
usually descends to normal. The fact that 
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CSF did not contain blood might be con- 
g and that is the point of interest in 
9 | Dccs. In the study of Doctors Merritt and 
4 ee it was found that in patients who died 
| with cerebral hemorrhage 74 per cent had 
plood in the CSF (19 per cent clear, 6 per 
cent xanthochromia, 1 per cent cloudy). In 
4 | other words where there is enough hemorr- 
| nage to cause death, one of four patients does 
not have bloody CSF. In making the diag- 
nosis of cerebral hemorrhage in this case, 
‘one takes comfort in the fact that 24 per 
‘cent do not have blood in the CSF. . 

I haven’t mentioned aneurysm, but clear 
1. | CSF fluid is against aneurysm, as are the 
5:  jocalizing signs. I believe this woman had 
‘an intracerebral hemorrhage beneath the 
cortex of the right frontal lobe. The hem- 
orrhage did not break through into the sub- 
‘arachnoid space nor into the ventricle. The 
| intracerebral hemorrhage spread and irri- 
‘tated the cortex and probably the disruption 
‘of brain was enough to cause death. The 
| hemorrhage was of the type associated with 
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Clinical Diagnosis — 


- Massive intracerebral hemorrhage, right. 


id Dr. Rosenbaum’s Diagnosis 

; Intracerebral hemorrhage, right frontal 
lobe. 

a 

iS Anatomical Diagnosis 

dl 

" Intracerebral hemorrhage, right frontal 

y flobe. 

, Pulmonary edema and congestion. 

Discussion of Pathology 

.§ Dr. I. Mark Scheinker: The brain weighed 





| #1360 grams. On gross examination signs of 
increased intracranial pressure were observed. 
t § There was some flattening of the convolutions, 
t §4suggestion of a cerebellar pressure cone and 
- #40 uncal herniation on the right side which 
| # Measured 7 mm. mesiolaterally. 
¢@ On coronal section of the brain there was 
) Bahematoma present, exactly in the area where 
:§ Doctor Rosenbaum presumed it to be. It was 
-B located just beneath the cortical ribbon in- 
s§olving chiefly the subcortical white substance 
»8 4nd confined to the anterior part of the right 
(E‘tontal lobe. It was a contained hemorrhage 
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which did not rupture into the subarachnoid 
space or into the ventricle, the explanation 
for the lack of blood in the CSF. There was 
slight edema of the entire right cerebral 
hemisphere and a moderate shift of midline 
structures. 

What produced the hemorrhage? A partial 
answer, I think, is to be sought in the tissue 
surrounding the massive hemorrhage. Here 
one sees some ring hemorrhages, character- 
ized by necrotic centers which are surrounded 
by erythrocytes. The ring hemorrhages are 
widespread in the right frontal area. I don’t 
dare to come to any conclusion concerning the 
origin of ring hemorrhage. Some of the ring 
hemorrhages surround slightly necrotic small 
veins. 

Widespread throughout the brain, indepen- 
dent of the massive hemorrhage, were vas- 
cular changes consisting of diffuse thickening 
and hyalinization of small vessels. Venules 
which should have a very narrow wall were 
six to seven times thicker than normal. These 
findings are considered to be typical of hyper- 
tension, since they have been observed in so 
many cases of hypertension. The larger ves- 
sels were normal. 

In conclusion, we are dealing with en- 
capsulated hemorrhage involving the anterior 
portion of the right frontal lobe. The hem- 
orrhage was associated with arterial hyper- 
tension and hypertensive arteriolopathy. 

Did the trauma stimulate the hemorrhage 
or not? I would not be able to say. Some of 
the more acute vascular changes noted here 
have been seen with trauma. A single point 
which might be suggestive is the site of the 
massive hemorrhage. Massive hemorrhages 
are localized usually in the basal ganglia; the 
location of massive hemorrhages so far from 
the basal ganglia, involving cortical white 
substance is rather unusual. 

Dr. Charles D. Aring: This case is of more 
than academic interest. I feel that this pa- 
tient possibly could have been saved. Doctor 
Evans, would you like to say something about 
the treatment of such cases? 

Dr. Joseph P. Evans: In the later years 
there have been reported cases of encapsu- 
lated intracerebral hemorrhage relieved by 
surgical evacuation. The difficulty comes in 
localization and the time that is available for 
surgery. In this instance localization was 
accurate but I think the element of time was 
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strongly against surgical therapy. One should Reference 

have made every attempt to halt these seiz- 1 werritt, H. H., and Aring, C. D.: “ph 

ures with the intravenous use of anticonvul- ential oo of Cerebral Vascular 

sants (paraldehyde, sodium phenobarbital). ey - Assn. Res. Nerv. Ment. Dis, 
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Announcement of Postgraduate Assembly on BOOK REVIEWS 


Nervous and Mental Diseases, and War INFANTS WITHOUT FAMILIES by Anna . 3 


and Dorothy E. Burlingham. Interna J 3 
A Postgraduate Assembly on Nervous and versity Press, publishers, New York, 9a 1% 


Mental Disease, and War, sponsored by the i 
Institute of Medicine of Semon will ane — prose igani seas t wealti 2 
, clinical material and observations to demon. 
on Wednesday and Thursday, Novemberland trate the role and significance of family 
a is mis i Sh ha il wg in the development of the child and the cong. 
a a pect eeckseiae ri onl ae ee, = i a inter. 
ticular importance at this time by clinicians en oi gested soneygetbares development, i 
. r ’ psychiatry, sociology, pedagogy, or post-war 
specialists, and lay workers in the fields men- problems, this book is recommended. Whi iP 
Eimeteencames so ns Oe 
ested physicians and workers in Chicago and sai “ = anne wi some ee : 
. ein far-reaching interpretations offered of simple 
the Midwest are invited to attend. behavior responses, nevertheless the bookie 
The Assembly wil present a carefully inte- warrants any reader’s time and will prow 
grated program which will include five ad- both interesting and instructive. 
dresses on each of the two mornings and on Milton H. Erickson, 
one afternoon; panel discussions on the after- Eloise, Michigan. 
noon of the sendo day; a “Neuropsychiatric 
Information Please” program on the first eve- EQUINOX by Allan Seager. Simon and Schuster, 
ning with Dr. Foster Kennedy as moderator; publishers, New York, 1943. 408 pp. 
and the 17th Pasteur Lecture of the Institute This novel is a portrayal of the psychological F 
of Medicine of Chicago on the second evening development of an unexpressed but partially # 
by Dr. Edward A. Strecker. recognized incestuous relationship between a 
The speakers on the two-day program in- father and his seventeen-year-old daughter 
clude: Dr. Bernard J. Alpers, Dr. C. Charles which culminated in a schizophrenic episode § 
Burlingame, Capt. Winchell McKendree Craig, and suicide for the daughter. The progressive § 
Lt. Col. Roy R. Grinker, Dr. Samuel W. Hamil- unfolding of the story and the characteriz- 
ton, Col. William C. Menninger, Dr. Howard C. tions are excellent despite the author’s some- 
Naffziger, Dr. Winfred Overholser, Dr. Cobb what sketchy psychiatric appreciation of some 
Pilcher, Lt. Comdr. Howard P. Rome, Dr. Er- of the scenes he depicts. The amateur psy- 
nest Sachs, Dr. Sidney I. Schwab, Dr. Luther  chiatrist portrayed, while possible, is improb- 
E. Woodward, Dr. Edwin G. Zabriskie. able for the reason that the character pat 
Complete programs and registration cards terns given him would have prevented his 
can be secured by addressing the Institute of completion of the psychiatric training & 
Chicago, 86 East Randolph Street, Chicago 1, cribed to him. tf. 
Illinois. Milton H. Ericksop. § 
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